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Introduction
The Partington–Rochelle (P–R) or Puestow procedure1 is one of
the most commonly performed drainage procedures for chronic
pancreatitis and can be achieved with low rates of morbidity and
mortality to obtain good relief of chronic abdominal pain.2 Frey
and Smith3 combined this with duodenal-preserving limited pan-
creatic head resection (LHR) and drainage of the resection cavity
(in patients in whom pancreatic head enlargement predominated)
with similar outcomes.4
The current article presents a new modification of the
classical P–R and LHR procedures in which the Roux-en-Y
pancreaticojejunostomy has been eliminated, and the dilated pan-
creatic duct or the locally excised head of the pancreas is covered
laparoscopic technique for the modified P–R procedure and the
side-to-side procedure to obtain gastric drainage of the pancreatic
remnant after pancreaticoduodenectomy are both described.
Surgical techniques
Modified Partington–Rochelle procedure
Open approach
The pancreas is exposed from the uncinate process to the tail
of the pancreas. The distended pancreatic duct is opened
Figure 1 The segment of the stomach after the gastric partition is
opened longitudinally in accordance with the opened main duct
Figure 2 The new gastric plastia is sutured in a side-to-side manner
along the pancreatic duct using posterior and anterior sutures
(monocryl 3–0)
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with a longitudinally opened segment of the stomach. The
longitudinally under ultrasound guidance to the left of the
gastroduodenal artery and extending within a few centimetres of
the tail. Pancreatic ductal stones are removed and a probe used to
establish patency between the remaining main duct in the head of
the pancreas and the lumen of the duodenum. An isolated
segment of the greater curvature of the stomach is created (Fig. 1).
The segment of the stomach is opened longitudinally to match the
length of the opened main duct. A single layer of running 3–0
absorbable sutures is placed directly between the main duct and
the full thickness of the stomach inferiorly. The superior sutures
consist of interrupted 3–0 absorbable sutures with extraluminal
knots (Figs 2 and 3). A single Jackson–Pratt drain is placed within
the lesser sac to reach the exterior through a lateral stab wound.
Laparoscopic approach
The patient is placed in the anti-Trendelemburg position with the
surgeon between the spread legs and an assistant at each side. Five
ports are placed: (i) a 12-mm trocar is placed about 4 cm above
the umbilicus to allow camera access (30 degrees); (ii) a 12-mm
trocar is placed in the left upper quadrant for the right hand of the
Figure 3 Side-to-side pancreaticogastrostomy in an open procedure
Figure 4 Laparoscopic side-to-side pancreaticogastrostomy. The dilated pancreatic duct is longitudinally opened. The gastric plastia is
created by applying two consecutive firings of a 60-mm linear endostapler in the greater gastric curvature. GA, gastric antrum; GP, gastric
partition; PD, pancreatic duct; PW, pancreatic wall; STCH, stomach
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surgeon (and the endoscopic ultrasound probe); (iii) a 5-mm
trocar is placed in the right upper quadrant for the left hand of the
surgeon; (iv) a 5-mm trocar is placed in the right flank for one
assistant, and (v) a 12-mm trocar is placed in the left flank for
the other assistant (for placement of the endostapler). The lesser
sac is entered through the greater omentum preserving the
gastroepiploic vessels and exposing the anterior surface of the
pancreas. The stomach is temporarily sutured by two stitches to
the abdominal wall. The pancreatic duct is localized by endoscopic
ultrasound and opened from the neck to the tail; all ductal stones
are then removed. The gastric partition is undertaken as in the
open procedure by two or three endostapler firings (Fig. 4). The
new gastric tube is sutured in a side-to-side manner along
the pancreatic duct using posterior and anterior running sutures
(monocryl 3–0) (Fig. 5). Drains are placed on either side of the
anastomosis.
Modified Frey's technique
The main pancreatic duct is opened longitudinally and local
resection of the pancreatic head is performed from the back wall
of the opened duct of Wirsung to the duct from the uncinate
process. All tissue in the pancreatic head, including the duct
of Santorini, is excised. The resultant cavity and duct are
anastomosed to an isolated segment of stomach in a similar
fashion to that described previously. A single Jackson–Pratt drain
is placed in the lesser sac.
Side-to-side pancreaticogastrostomy after
pancreaticoduodenectomy
The opened main pancreatic duct in the body and tail of the
pancreas is anastomosed to an isolated segment of the stomach
after gastric partition (Fig. 6). Two Jackson–Pratt drains are
placed, one in the lesser sac and the other adjacent to the
bilioenteric anastomosis.
Results
Between April 2009 and June 2012, 10 consecutive patients under-
went longitudinal pancreaticogastrostomy for chronic pancreati-
tis. Among these, five patients were submitted to a modified P–R
procedure (using an open approach in three and a laparoscopic
Figure 5 Laparoscopic side-to-side pancreaticogastrostomy is performed using two running sutures of 3–0 monofilament. GO, greater
omentum; GP, gastric plastia; MC, mesocolon; PW, pancreatic wall; STCH, stomach
HPB 2015, 17, 559–562 ª 2014 International Hepato-Pancreato-Biliary Association
HPB 561
approach in two patients), one patient to a modified Frey’s tech-
nique, and four patients to pancreaticoduodenectomy.
No postoperative complications were observed. The median
hospital stay was 11 days (range: 5–12 days). After a median
follow-up of 15.5 months (range: 6–37 months), all patients
remained alive and pain-free without requirements for analgesia.
Nine of the 10 patients retained good endocrine pancreatic func-
tion and one required insulin. All patients had exocrine pancreatic
insufficiency controlled by oral pancreatic enzymes.
Discussion
The benefits of the lateral pancreaticogastrostomy technique in
both modified P–R and LHR procedures include the creation of a
single anastomosis, the preservation of physiological gastrointes-
tinal continuity, and the confinement of the operative field to the
region above the transverse mesocolon. The P–R procedure is
rarely performed laparoscopically because it is anatomically
complex and requires advanced laparoscopic surgery skills. In a
recent review of 37 patients submitted to laparoscopic
pancreaticojejunostomy for chronic pancreatitis, Khaled et al.5
reported morbidity and mortality of 5% and 0%, respectively, and
a median hospital stay of 5.5 days. The present authors’ prelimi-
nary experience with a short-term follow-up suggests that the less
invasive laparoscopic approach is feasible and effective in treating
the abdominal pain of chronic pancreatitis. It is this group’s belief
that longitudinal pancreaticogastrostomy allows for the wide and
complete drainage of the pancreatic remnant, and avoids the
occurrence of the longterm complication of anastomotic stricture,
which may be associated with end-to-side pancreaticoenteric
anastomosis.
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Figure 6 Side-to-side pancreaticogastrostomy after pancreatico-
duodenectomy
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